MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B63-040063

OEPARTMENT OF PUBLIC HEALTH AND WELFARE

DO NOT WRITE AMENDED Registration District No. .____ -——Primary Registration District No. ___L_ 3.‘. . _Registrar's No. _____’._s_é____
ON THIS STUB FH ey wmys
L

LA A ]

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Reliden;e before

. COUNTY . -
a PO] ]C a. STA‘EIi ssouri b. COUNTY cedar admission)
b. CITY {If outaside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY

STATE FILE NUMBER

. VS 300
Rev. 4/59

R ] Inside Limin
Town Humansville TowN Stockton Yer O Noyfl

c. FULL NAME OF (Lf NOT in howpital, give location} Inside Limits d. SIREET 11§ cutside, give tocation) Rmide on Farm
HOSPITAL ADDRESS

IsTTUToN3 3. g7 Springs Murs. Home|vemxnD 5 lMiles North YesJ No O

3. NAME OF DECEASED First Middle Laar B 4, DATE Month * Day

{Type or print) ELROY (NONE ) CROSS DEATH Oct. 25 y 1963
5. SEX 6. COLOR OR RACE 7. Morried ] Never Married [J |g_ DATE OF BIRTH 9. AGE [lest birthday} } IF UNDER | YEAR IF UNDER 24‘HR
Male White WidowedyE) Divorced [ 10_22_76 87 Months | Days | Hours ] Min,

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
Ting most of working life, even if retired)

aborer Saly Packing Lebanon, Mo, UsS.A,
13a. FATHER'S NAME ] 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
William Cross Nettie Feeling

15. WAS DEGEASED EVER IN U.S. ARMED FORCES? T6. SOCIAL SECURITY NQ. | 17. INFQRMANT "~ Address -

DATE AMENDED

Year

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

{Ye3, no, or unknown}| {If yes, give war or dates of service) .
o Mrs, Hattie Moon, Stockton, Mo,

18. CAUSE OFPDEATH (ggte; onIyAgnHG;?D?; line for (a), (b), and (c). IONTER\;AL BETWEEN

ART |, ATH W H NSE AN&DEATH
IMMEDIATE CAUSE (a) !_f Q CULA—
— -
L AR Do
Conditions, if any,]  DUE 10 {b] A’Q— ¢ é':U- %C.C_GZQQ (&
wb}::id' geve riw(r?l
above caute (a), P o~
stating tha undaer- ’B & %0 H M‘(_ Hq PE
lying cause laat, DUE TO fc) __< CL“ D S s IC. Lll : e P : . VReSTA
PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not releted 10 the rerminal PAET 111, If decenassd was  female
disease condition given in PART I (a} thers a pregnancy in last 20 days.
WD, ° 2
AetD, =, B < 12 DV Bepet Beock ] o awe [0ummomn
19, WAS AUTGPSY 20} ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY.OCCURRED. (Enter naiure of injury in PART | or PART 11 of irem 18.)
PERFORMED? o ] a
YEs(OQ NCO [
20¢, TIME OF Hou Month, Day, Year
T INJURY a.m.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY [e.g., in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY STATE
* WHILE AT WORK ] farm, factepy, street, office bidg., etc.)
MOT WHILE AT WORK (0

- : / L
A [ /[ 7/ T N Y T A S
’ d j- im o: the date staled above, and to the beit of my knowledge, from the caus‘u stated.

21,71 anendlzd the deceased from

Desth otcutred at

BN ], T D R Mt £ pwtissoene 1 ) V06 ot

23a. BURIAL, CREMATIO " 23b. DATE ‘ﬁlc. NAME QF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or coufity} AState) 7

BYRERY "/ 10~28-1963 | Tinker Cemetery Polk County, Mo.

FUNERAL DIRE ADORESS 25. DATE RECD. BY LOCAL RE_G. 2 REGISTRAR'S SIGNATURE
MMWJD.(W};Z. 1963 PGMZW&./M 9,&

(Licansed Embalmer’s Statemant on Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

" | hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

“or by - ‘ Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

) Licensed Embalmer No.ﬁiL
- - ' ‘ | P.O. Add'e“mw r

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Failure 1o comply
" with the above constitutes grounds for revocation of license), :
If embalmed by a STUDENT, he also shall sign in hiss OWN handwrmng
+ If this body is not embalmed, fact should be so stated above.




